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Introduction
Equity in healthcare has been demonstrated as a relevant factor in reducing disparities in health 1 . Equity in health depends not just on overlapping social factors that affect each other (e.g. social gradient, stress, social exclusion, education, unemployment, social support, ethnicity, among others) 2, 3 . It relates to ethics and moral values of social justice, implying preparedness from public health policies and actions to address and bridge potential inequities created by the conditions that adversely affect the health of individuals and communities 4 .
The scientific literature indicates how often migrants tend to be the most vulnerable population groups, especially women of childbearing age, that regularly show greater foetal and neonatal mortality, and more complications during pregnancy and postpartum 5, 6, 7, 8 . Their health indicators are frequently worse, which is explained by interactions between socio-material deprivation factors aggravated by stressors involved in the migration process. Along with issues related to health literacy concerning pregnancy and its assistance, migrants often obtain poorer medical follow-ups 7, 8, 9, 10, 11 . Additionally, migrants' expectations about healthcare received during pregnancy commonly differ and conflict with the normative procedures of the host country 12, 13, 14 . In a moment of current intense reconfiguration of the European societal structure, due to the global economic crisis, Portugal is officially no longer a host country for immigrants 15 and has once again become a country that principally exports human capital. This transition is contributing to an increase in the pre-existing vulnerabilities of populations that were already underprivileged, namely the immigrants who stayed.
To contextualize our study, we provide basic information on the structure of the National Health System (NHS) in Portugal, in order to allow a better comprehension of the potential challenges that migrants (and their Portuguese counterparts, as controls) may face when encountering healthcare services. The system is based on the concept of accessible care for all that need it. With a large number of local primary healthcare centres run by general practitioners, it establishes a mandatory first contact at this level, except in acute health conditions. Due to organizational limitations, not all individuals have an individually appointed general practitioner, and may therefore be seen by other similarly qualified doctors available at the time. Specialised appointments take place in public hospitals upon referral by general practitioners. Prenatal care in low-risk pregnancies is conducted in primary healthcare centres, while there are national guidelines on high-risk features necessary for referral to specialized obstetric care 1 . It is worth noticing that Portuguese legislation contemplates free healthcare access during pregnancy, irrespective of the mother's documentation status.
Our goal was to verify whether there are differences regarding women's perceptions about quality and appropriateness of care received between immigrant and native women, during pregnancy and postpartum. We believe that the users' perspective still offers a sensitive quality indicator of received care 13, 16, 17, 18 , and helps to identify possible gaps emerging from budgetary restructuring in public health policies. Our study was conducted in Porto, the second largest city of Portugal.
Methods
This article relies on qualitative data. We believe that health research is much more robust if exploring the personal and subjective aspects of the user's perspective, essential for a global understanding of the social reality, which have real impacts in health status, care seeking, regular monitoring and treatment adherence.
Given the characteristics of the target population, the option for semi-structured interviews as the preferred technique for data collection, proved to be the most suitable methodology, since it only required a single meeting and guaranteed absolute anonymity for each participant. This aspect is relevant since the status of some of the mothers interviewed was as undocumented immigrants. Other strategies (e.g. focus groups, in-depth interviews, unstructured interviews) would imply not only longer meetings, but also the possibility of more than one interview session. Although other strategies would provide extremely valid and richer information, they are not always applicable and adjustable either to the time constraints of working migrants or to concerns associated with multiple contacts with illegal migrants 19, 20 .
We designed a specific protocol study in order to understand the role of being from a foreign country: in perceiving quality and adequateness of care. We also evaluated possible differences in medical attention and health outcomes between nationalities.
Participants: sampling and recruitment
A total of 31 participants were recruited, all of low social-economic status, receiving support from civilian associations working with migrants and Portuguese individuals (NGO's) and/or from governmental institutions with the same aim. Approval for conducting the study was obtained from the Governing Boards and from the Ethics Committee of all institutions involved. The participants' recruitment process was initiated through contacts and meetings with the Governing Boards of the institutions and associations, after their approval of the study protocol. The interviews took place in the contacted institutions' locations, after study approval. The participants were recent mothers born in Portuguese-speaking African countries (11), in Eastern European countries (seven), in Brazil (seven), and six were Portuguese natives (acting as a comparison group, recruited in the same institutions), notified about the study and asked to participate in it. Participants were recruited between November 2011 and February 2012 if they met the following inclusion criteria: recent mothers (immigrants from the most representative countries residing in Portugal, and natives) preferably during the first year of a child's life, living in the metropolitan area of Porto. It is usually in the first months of life that children require more attention, from a psychosocial point of view, because of the need to assess the achievement of a series of developmental stages 5, 21, 22 . This period is also critical for the mother's emotional health and her adaptation to motherhood 23, 24 .
Procedure Semi-structured interviews with similar guidelines were conducted on all women (migrants and natives), evaluating the perceived needs and cultural challenges that potentially influence the perceptions of the migrant population 13 , and that determine health demands, treatment adherence, effectiveness of health advice and inequalities in health 20 . Interviews took place in the association or institution where the women were recruited and its duration was about 25 minutes. They were conducted by a well-trained researcher, graduated in psychology. The methodology and general objectives of the study were explained to all participants. Authorization for audio recording of the interviews was requested, and informed voluntary consent was registered. No refusals were disclosed.
Analysis of data
Qualitative content analysis and categorization of emerged information were performed to make a systematic analysis of collected data, which involved transcription of interviews and field notes 25 . Subsequently, a comprehensive interpretation of the resulting information was performed. Initial categories were created (corresponding to the questions made) and later evolved with the analysis of new data (clustering of information To maintain confidentiality, socio-demographic data were entered into a coding sheet, and the name of the participant replaced by an alphanumeric code. Quotes were chosen from women's dialogues to best exemplify the main emerging themes.
Results
Socio-demographic characteristics of participants
Participants were between 20 and 45 years old. African women presented basic to medium levels of education (frequency of four to twelve years of school), and almost half were still in the process of legalization. Most women from Eastern European countries completed higher education, and had regular documentation status. Most Brazilian women reported medium level education and legalized documentation. Portuguese women also had basic to medium level of education. Length of stay in the country varied between two and 20 years: five African women were residing in Portugal for more than 12 years, five Eastern European women had lived in Portugal for at least 10 years, and five Brazilian women had been in the country for 7 years or less. It is noteworthy that 12 participants were unemployed at the time of the interview.
The collected information emerged in three major themes: (a) maternal and child healthcare (i. pregnancy and postpartum; ii. baby follow up; iii. family planning and contraception); (b) strategies for managing difficulties; (c) quality and consequences of care by health professionals.
Maternal and child healthcare
Women were requested to express their experiences concerning medical appointments received during pregnancy, as well as monitoring services throughout the postpartum period and subsequent follow-up of the baby.
• Pregnancy and postpartum
We observed that pregnancy surveillance is one of the clinical activities that was met with greater satisfaction, particularly among Portuguese women. Nevertheless, this satisfaction was rarely found for medical attention at postpartum, where the women (irrespective of nationality) reported a significant lack of social and affective support, reporting sentiments of abandonment by the NHS.
Despite generalized satisfaction, most immigrants report to have had severe reproductive disorders in previous pregnancies, whether they occurred in their country of origin or in Portugal.
African women consistently reported more complications during pregnancy, most of them already in Portugal: more infection, hypertensive disorders and gestational diabetes as well as more miscarriage, perinatal and neonatal death in previous pregnancies. " [ Brazilian women tend to report high satisfaction with care received during pregnancy. The difficulties they most identified refer to some unfamiliarity from physicians and administrative professionals about pregnant women's free access to healthcare, if undocumented. This has resulted in poor and later prenatal care for some Brazilian women. "In early pregnancy, I went to the doctor and she made my access a bit difficult because she said I had no right to [receive medical care] since I had no social security number" (Brazilian participant).
Women from Eastern European countries claim to be very satisfied with pregnancy consultations especially when they occurred in their hospital of reference, in specialized services. Since most of them are having their second child in the host country, they experienced some progresses over the years concerning medical attention, referring to the humanization of contact with health professionals, and have developed comprehensive skills about the functioning of the NHS. "During the first pregnancy follow-up it was complicated because I had no family doctor. The second was very easy, and I liked [the healthcare services] a lot" (Eastern European participant).
• Baby follow-up
Regarding medical care for infants, after being discharged from the hospital, several immigrants report difficulties in attaining sufficiently clear medical consultations. Those discourses were not found among African or Portuguese women, unless a family doctor was not allocated. On the other hand, Brazilian and Eastern European women report widespread dissatisfaction with baby follow-up when it was carried out in primary healthcare (by general practitioners), since in their countries paediatric services are provided at this level of assistance. This often triggers a higher request for Hospital emergency services.
"At the Health Centre there wasn't a paediatrician. So my daughter grew up without consulting a paediatrician! ...only the family doctor could request a consultation, I had no family doctor!" (Eastern European participant). "The family physician is... well, is good, but not for children!" (Brazilian participant).
• Family planning and contraception Family planning services are counselling and information services regarding all aspects of sexual and reproductive life of a couple, since the onset (planned or consummated) of sexual activity. They focus on health prevention and protection against diseases (explicitly through free provision of contraceptives) and women's biophysical preparation for pregnancy (e.g. planning early intake of folic acid). We observed that not all women are aware of the advantages of those services but, irrespective of nationality, the ones who use them are extremely pleased. We only identified one case of an African woman that reported a coercive attitude from the physician that allegedly attempted to impose on her a subcutaneous implant.
"How can I put one thing if I don't know what it was? She didn't even ask me for my opinion; she didn't ask me if I wanted it! The answer she gave me was 'Oh, it's for you not to become pregnant again'" (African participant).
Nevertheless, the patterns of receptiveness and use of contraception were highly variable among women of different nationalities. During the interviews, we observed some cultural specificities among Portuguese and migrant women, and we would like to highlight the approach of Eastern European women regarding medicalization overall. These women tend to have a widespread opinion that Western countries use too much drugs, arbitrarily and for all purposes. When concerning contraception, the same posture is detected: they use contraception more rarely, are mostly autonomous in their selection and often prefer condoms or skin adhesives. It is noteworthy that these women find contraception a highly private subject, demonstrating a significant sense of embarrassment and decorousness around it, and not all women felt comfort- 
Strategies for managing difficulties
With regard to potential barriers identified by the study participants, we intended to gather information about the level of proactivity and action oriented towards migrant and Portuguese women's strategies to overcome difficulties.
Among Brazilian women, only one woman mentioned that she looked for information about her rights when facing a setback in accessing maternal healthcare. We found Portuguese women at the same level of action: despite knowledge about the functioning of the NHS, Portuguese women of low socioeconomic status only carry out verbal complaints. In very serious situations or circumstances with a high probability of medical failure, they tend not to pursue official channels. "When removing the placenta, doctors didn't completely eliminate the remains... And that made me develop an infection that forced me to stay hospitalized for a few days. I wasn't pleased ...but I didn't complain" (Portuguese participant).
Eastern European women, as the most highly educated, were more prompt to be informed and to request medical evidence about their health, frequently claiming to have a shared decision about therapeutic resolutions. Those women report having major initial difficulties, not only being uninformed about the functioning of the NHS, but mostly with regard to key language barriers that they actively try to attenuate with the length of stay.
We also observed that some African women are likely to reveal language barriers when considering healthcare use and full comprehension about medical appointments that were not self-identified previously. "...our Portuguese is different from here, and she [the administrative worker] spoke in a way that I didn't understand..." (African participant).
Quality and consequences of care by health professionals
As evidenced above, Brazilian and African women assess very positively the healthcare provision that they received. However they tend not to identify potential sub-quality experiences, not relating them to subsequent adverse consequences. Some experiences emerged that compromise the quality of services received, screening obstacles posed by some health professionals (specifically in the content of the consultations We observed a more assertive position among Eastern European women when confronted about self-perceptions concerning quality and consequences of care. Several women pointed to the language barrier as a crucial personal gap. Regarding health professionals, these women report that many physicians demonstrate thoughtfulness and tolerance, but some confine themselves to a position of expertise, not looking to actively communicate with the user. This often leads to extremely harmful situations for these women, especially in a period of initial stay in the host country. "My family doctor, she didn't ask me for a few tests, and I had a blood infection during pregnancy, which was not detected, I had a vaginal delivery and infected the baby... She was born and died nine hours later" (Eastern European participant).
Eastern European women also argue that doctors frequently seem unprepared to answer well established questions by informed patients, not appearing to be comfortable in providing technical information or discussing clinical procedures with them.
Discussion
We can anticipate that equity in healthcare depends not only on accessibility but especially on social opportunities. Social risk is widely associated with socio-material deprivation and tends to be reflected in social exclusion to goods and services, including health and education 1, 2, 26 . Equitable public health action must provide individuals and groups the equal opportunity to meet their needs, which may not be achieved by providing the same standard care to all.
Scientific literature and medical history have been showing that the non-mastery of the dominant language determines less adequate treatments and may result in increased risk of health complications 4, 26 . Analysing our results, inequities in maternal health concerning immigrants were particularly observed in pregnancy outcomes, dramatically aggravated in previous pregnancies, both for the mother and the baby. We will further explore some examples.
Considering African women who consistently reported more complications during pregnancy, two women in our sample have lost a child in the first three months of life (while staying in Portugal) and one woman reported having a previous stillbirth at seven months of pregnancy in Cape Verde, evidencing an unquestionable higher risk profile. Nonetheless, they are often satisfied with medical care, demonstrating a largely passive attitude in the approach to healthcare professionals. This inaction tends to result in a perpetuation of unawareness and unaccountability for their health, unless it is sensitively counteracted by the healthcare professional.
Women from Eastern European countries demonstrated a more proactive attitude, claiming for themselves a substantial role in therapeutic decisions. However, personal life trajectories and individual experiences often put them in situations of poor pregnancy outcomes and at higher risk of medical lapses. One Russian woman in our sample reported a medical fault (due to language/communication barriers) severe enough to cause an early neonatal death; one Ukrainian woman expressed that she never felt comfortable with medical follow-ups here because doctors were unaware that she was radioactively contaminated by living near Chernobyl. They never asked her for her medical history, and she has always experienced her pregnancies with anxiety. In the absence of a degree of intimacy between doctor and patient, she opted not to attend prenatal care. She carried out her first ultrasound one month before the baby was born.
The failure to identify certain subliminal barriers (which are not explicit, but subtended -health beliefs and behaviours affecting the use of healthcare facilities, linguistic and social barriers, impoverished socio-demographic surroundings) to equity in clinical practice may result in negative health consequences. They suggest gaps not only in cultural competence by some health professionals but, ultimately, professional limitations in establishing communication and a proper understanding in approaching health behaviours and expectations (health literacy) in immigrants. In fact, health professionals must be alert, not letting themselves be deceived by apparent satisfactory health status (e.g. health migrant effect). Applying equal healthcare standards may constitute blind clinical tactics in the absence of comprehensive communication between doctor and patient.
Patients' perspectives are essential elements to assess quality of maternal and child care and must be taken into account by policy makers and health professionals 17 . We believe that good medical care needs to be an arrangement of clinical quality combined with proper communication, beyond mere access to services. The clinical relation between doctor and patient is the key factor to a successful therapeutic alliance, tackling background inequalities, encouraging compliance and additional differentiated care (if required) towards better therapeutic results. 
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